had encouraging results with supratrigonal vesicolysis in the management of a carefully selected group of these hypersensitive bladders.
The longest follow-up is now nearly five years, but the immediate clinical result in most of them has been so striking that it seems probable that this relatively simplie operative procedure offers a very fair chance of symptomatic relief, at least for a reasonable period. If this is so, it would certainly have a clear advantage over both long-term steroid therapy and repetitive bladder distension, and the details of our series will be presented to the British Urological Association meeting in July.
Secondly, we would like to express some degree of disagreement with the statem-nt in your leader that the results of cystoplasty for patients with interstitial cystitis are disappointing. In our experience it has offered the great majority of patients a reasonably normal restoration of their bladder function.
With Initial treatment consisted of prednisone 1/3 mg/kg and azathioprine 3 mg/kg. A brisk diuresis followed declamping (300 ml/ min) but the urine output soon started to decline: 125 ml/hr at 24 hr, then 80 ml/hr at 48 hr. Pain and fever together with progressive anuria led us to increase the dosage of prednisone to 2 mg/kg without improveinent. On the seventh day the patient passed a piece of soft tissue, without pain or haematuria. Histology disclosed the typical aspect of necrotic renal papilla. The following day the patient was anuric. Percutaneous renal biopsy yielded a black piece of infarcted kidney tissue. Nephrectomy was done. The renal vessels and the ureter were patent. The whole surface of the swollen kidney was mottled with black and reddish areas. Section disclosed scattered foci of necrosis in the cortex, predominating in the corticomedullary junctions. Most of the papillae were necrotic, and several had sloughed off.
Histology showed a necrotic cortex, invasion of the interstitium by erythrocytes and round cells, and tubular necrosis. Intrarenal vessels were mostly normal. The medulla was destroyed by interstitial haemorrhage. No fixation of antisera was detected on the glomeruli. Using immune fluorescent techniques, round cells fixed anti-IgM antiserum. Most of the peritubular capillaries fixed the antifibrinogen serum.
In our opinion, this case demonstrates that papillary necrosis can indeed be due to acute rejection.-We are, etc.,
Suction Retractor SiR,-Mixed parotid tumours may be difficult to enucleate, since conventional tissueholding forceps tear out when any tension is exerted on them. Similar problems may also be encountered with branchial cysts or malignant nodes. It may not be possible to manipulate the tumour so that its under surface can be adequately visualized.
The suction retractors ( Fig.) are made up in sets of three cup sizes. The cup is applied directly to the tumour, in place of tissue forceps. In practice the middle size of cup has been found adequate for most situations. The other end of the instrument is fitted into the sucker tubing. The amount of suction can be increased by covering the hole at the side of the adaptor fitting. 
